In February 1986 the General Medical Council held, for an invited audience, one of its now traditional conferences on medical education. The subjects of concern were preventive medicine and communication skills, and those papers concerned with the teaching of communication skills are published in this issue of the JRSM (p 565).
'Communication skills' is an unhappy phrase, a phrase which I take to mean listening and actually hearing what people say and being able to provide explanations which are understandable and understood. Although our main concern is communicating with patients, we do not as a rule pay sufficient attention to communicating with other professionals, groups or the media. Nor do we usually include the ability to write clear, grammatical and occasionally felicitous English. Skills can only be acquired by doing, and in the medical school require practice in the clinic and at the bedside. Such practice must be set in the context of the social sciences, in particular. There is a world of difference between a meeting of peers and the transaction between doctor and patient, particulari\ when the patient is lying horizontal and is unclothed in a public place.
Practice must be monitored and the videocamera has enchanced our ability to inform and criticize students in a constructive and useful way.
Finally, practice must be examined. Despite the lip service which is paid to the importance of historytaking, the process, as distinct from the end result, is virtually never observed as part of final clinical examinations.
Minor 'subjects' such as human relationships and communication will only take their proper place if certain conditions are satisfied. They cannot be added to an already overcrowded curriculum unless the requirements of other courses and subjects are reduced. My preference would be a reduction in the so-called basic sciences which teach knowledge but little science. Listening to and talking with patients is an essential skill. If it is to be treated seriously it requires not only room but assessment, and alas, that assessment in order to provide motivation must be critical to the student's advance.
James McCormick
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University of Dublin Health ofthe volunteer overseas: cause for concern?
The recent publicity surrounding the repatriation, after a near-fatal attack of Lassa fever, of a British nurse working in West Africa for Voluntary Service Overseas1, and the subsequent correspondence in the pages of The Lancet2, have focused attention on the hitherto neglected area of health problems faced by volunteers working in Third World countries. The stresses under which expatriates often work and the effect these may have on the physical and psychological health of the individuals concerned, their wives, families and employers, have been well described in the literature3' . It would, however, be unwise to assume that the health problems of the well paid executive working on a short-term contract in the relatively comfortable surroundings of a hotel or company residence are similar to those of a volunteer posted to a remote rural area and living in primitive conditions, coping with shortages of supplies, poor communications and limited access to medical care. The lack of concerted information on health care issues affecting volunteers and the inconsistency and variability of the preventive health advice given them were among the issues debated at a recent colloquium on volunteer health in London sponsored by the Regional Conference on International Voluntary Service, a worldwide association of volunteersending bodies based in Belgium.
The principal health problems faced by volunteers were reported to be malaria (particularly of the chloroquine-resistant falciparum type), diarrhoeal conditions (mainly amoebic and bacillary dysentery), hepatitis A, worms and parasites, skin disorders and venereal disease. Accidents, particularly involving cars and motorcycles, were a frequent cause ofhospitalization. The extent of psychological illness was difficult to quantify, although short-lived initial stress due to problems of acculturation was commonplace. It was agreed that frank psychosis in volunteers was rare, though acute psychosis associated with chloroquine ingestion was described in four Canadian volunteers in Nigeria6. The extent of repatriation on health grounds varied between organizations, largely depending on the criteria adopted for repatriation, but was reported to occur in up to one in 20 volunteers.
The dearth of adequate epidemiological data in reports on volunteer health was noteworthy. This could to some extent be explained by variations in 0141-0768/86/ 010563-02/$02.00/0 ® 1986 The Royal Society of Medicine
